Clinical Section 489 lized cedema. Treated with choline and methionine by mouth and plasma transfusions with no improvement. August 1949: (Edema relieved by mechanical drainage. Following this the skin improved and the oedema returned in lesser degree. October 1949: Small hxmatemesis. Developed tense ascites. Present condition.-Marked wasting. Skin shows large degree of recovery but there is marked pigmentation; tense ascites. lnvestigations.-26.5.49: Liver biopsy-perilobular fatty infiltration. 22.7.49: Estimation of daily loss of protein through skin 19-3 grammes (average). 26.7.49: Plasma proteins total 4-9 grammes % (albumin 1 95, globulin 2 95). 24.11.49: Barium meal showed large filling defect of fundus of stomach.
A filling defect in the stomach revealed by barium meal together with complete achlorhydria are suggestive of carcinoma of the stomach.
The tense ascites was a relatively late development and may be due either to pressure from a metastasis on the portal vein or to the development of a cirrhosis of the liver.
POSTSCRIPT (June 1950 It is suggested that this is a case of stimulation of the cervical sympathetic, due to traction on the cervical scar by the muscles of deglutition (Fig. 1) . This is quite separate from the condition of enlarged accessory parotids which seems to be congenital in origin and is probably unassociated with the sweating syndrome (Fig. 2) . Dr. F. Parkes Weber said he regarded Mr. Qvist's case as an analogue or variant of the auriculotemporal syndrome (see F. P. Weber, Trans. Clin. Soc. Lond., 1898, 31, 277, and "Rare Diseases and Some Debatable Subjects", 1946, p. 66) . In typical cases the scarring is in the parotid region, whereas in Mr. Qvist's case it is just above the stemal end of the clavicle and the sweating associated with eating extends over a large area. The abnormality in the position of the parotid glands is doubtless congenital and has nothing to do with the abnormal sweating.
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